fession, and at least an equal amount of ignorance and distrust anions the general public. Iu support of this statement, as regards the profession, I have only to mention, by way of example, the treatment of one of the commonest fractures? that of the lower end of the radius : in this some surgeons use a pistol-shaped splint, others one straight splint, others two straight splints, wliilo others again employ various kinds of apparatus, each bearing the name of its inventor. On the other hand, the majority of the public look upon the treatment of fractures as any thing but a matter of science, and the most ignorant bone-setter is always sure of a share of public confidence. This unsatisfactory state of affairs is, I am sorry to say, largely our own fault. In the text-books of the present day, descriptions and pictures of rare fractures take the place which ought to be occupied by general principles for tli3 guidance of the student in the treatment of those he ia most likely to meet with in ordinary practice : while in the schools the students see fractures treated, for the most part, with complicated and expensive apparatus, which not one man in a hundred can ever obtain in general practice afterwards.
The consequence of this is that, when men educated in this fashion are called upon to treat fractures on their own account, ignorance of principles, no less than of the use of simple splints and bandages, leads them to disappointment and often to failure. Keeping these considerations in mind, I shall endeavour to give you a few hints which will guide you to treat broken bones with the minimum of assistance and the simplest possible appliances, leaving it to you to fill in details afterwards as you gain experience in practice. In fracture of the shaft of the fibula and of the metacarpal bones, the tibia in the one case, and the other metacarpal bones in the other, act as splints ; and in fracture of the phalanges a pad of cotton ought to be placed in the palm of the hand over which the fingers are bent and maintained in this position by a bandage.
In the second class of fractures are included those of the olecranon, patella, and lower end of the fibula with displacement outwards or backwards. Fracture of the olecranon requires n wellpadded splint on the front of the elbow, extending from the middle of the arm to the middle of the forearm. In fractures of the patella the splint, is placed behind the knee-joint, and the thigh and leg are placed on a single inclined plane so as to relax all the muscles attached to the patella. Fracture of the fibula, with displacement of the foot outwards, is best treated with a thick pad along the inner side of the limb, over which a Dupuytren's splint, long enough to extend from above the knee to below the ankle, is fastened. The upper end is first secured, and the foot then drawn inwards and fixed by a bandage to the lower end of the splint. "When the displacement is backwards the pad and splint are placed on the front of the leg. the lower end of the splint being cut in the shape of a horse shoe so as to embrace the instep. The upper end of the splint is secured first as in the other fracture of the fibula, and the foot is then drawn forwards and maintained in position by a bandage fastened to each side of the horse shoe.
In the third class are included fractures of the shaft of the humerus, of the forearm, of the thigh, and of the leg. by the position of the forearm, you will not only never ujeet with any difficulty from inversion of the hand, but you will find two narrow straight splints applied in the manner I have recommended for fracture of the forearm much the most satisfactory way of treating the injury. I must give you one word of caution against keeping the splints on too long. If, as so often happens, the forearm is kept in splints for a month or six weeks, stiffness of the fingers is almost sure to be the result. In the dispensary you generally see the splints removed at the end of a fortnight, or at most three weeks, and we thus avoid having either to break down adhesions by forcibly bending the fingers, or to trust to prolonged treatment to effect the same purpose.
We have now to consider fracture of the thigh. In the Edinburgh infirmary when Mr. Syme used to show his class thighs which had been broken, scarcely to be distinguished from the sound ones, he was always particular in warning the students not to trust to overcome muscular contraction by extension, but to seek to prevent it by the equable support of the limb in the proper position, and by preventing motion in all its joints. This was effected by applying a short pasteboard or wooden splint on each side of the thigh, fixed in position by three or four-looped bandages tied over the inner splint. The long splint, extending from the axilla to beyond the foot, was then applied by means of a sheet, in the manner I show you, the splint being fastened above by a body bandage or perineal band, and below by a handkerchief to the foot. No extension or counter-extension was ever permitted to be used. I told you at the commencement, that; fracture of the thigh was most easily set with the limb flexed and placed on the outer side, and this therefore ought to be the best position in which to treat it. That it facilitates the setting there is no doubt, but Mr. Syme, while he employed the bent position in some cases, used to think there was a certain amount of risk, from the patient's turning on his bnck during the cure, of the bone uniting with the foot everted, and he therefore treated it as a rule with the long splint. Parcivsil Pott, however, treated all fractures of the femur in the berifc position, and Stromeyer did the same with all his gunshot fractures of the thigh in the late war. My advice to you on this point is to apply the long splint, in the manner recommended by Syme, in all ordinary fractures of this bone ; but, if from the nature or situation of the fracture, or from any other cause the broken fragments do not lie well, to have no hesitation in adopting the flexed position.
The last fracture I have to speak of is that of the leg. This is treated with two lateral splints of pasteboard or wooi extend* ing from above the knee to belo.w the ankle, and having a suitable foot-piece. These are fastened by loops, and the limb moderately bent is placed on a pillow on its outer side. It is exceedingly difficult to set a fracture of both bones of the leg with the limb in the straight position, and the more oblique the fracture of the tibia, the more this difficulty is increased; but it vanishes at once when the leg is bent, and there is never any tendency to displacement if this position be maintained.
Pott discovered the advantages of the bent position in fractures of the leg, through having himself sustained a fracture of the tibia and fibula. The comfort he derived from having the knee bent, on the journey from the scene of accident to his own house, led him to enquire into the causes of the discomfort and dangsrs of the straight position ; and he shortly afterwards published a treatise, in which he shewed that the great object in treating fractures should be to remove all causes tending to produce contraction of the muscles. The fracture of his owu leg was compoundj and he made the further observ- [September 1, 1876- 
